months ago will now not nearly fit her. Her back and limbs ache a great deal, and she easily becomes tired. She was fitted with glasses on account of the headaches, but these only gave temporary relief. Sight is good, but concentration on reading seems to get on her nerves; the words appear to come up to her eyes, so that she has to throw down the book or newspaper.
Has been growing very irritable for the last three months. Wants to sleep at odd times. Drinks pints and pints of water. Polyuria. Menses, every six weeks. Hair not falling out. Thyroid gland somewhat enlarged, but difficult to be certain of this, owing to thickness of neck. Sweats a great deal. Wassermann reaction negative. Skiagram showed a very large pituitary fossa. Headaches became more severe, and operation was decided upon.
Operation for insertion of radon seeds performed 7.11.30, under intratracheal ether anaesthesia. Scalp incision made from ear to ear across vertex and scalp pushed forwards over supraorbital ridges. Large bone-flap cut with Souttar's craniotome from right frontal region. Dura mater stripped from orbital plates of frontal bone, and then incised just in front of small wing of sphenoid. The optic nerves were exposed, and a small tumour of the anterior part of the pituitary body was seen. Nine radon seeds were inserted round about the tumour. Bone flap replaced, and scalp sutured with interrupted silkworm gut sutures.
Uninterrupted recovery; headaches completely disappeared.
Skiagrams (Dr. Graham Hodgson) showv radon seeds in position, and demonstrate position of osteoplastic flap. I was tempted to remove the tumour, but thought it better to treat it with radon, because I have had better results with radon seeds in these cases than by operation. The patient is perfectly well to-day (five weeks after the operation). A curious thing about these cases treated with radon seeds is that during the first fortnight of treatment the papi]lcedema becomes more marked. Mr. Cargill reports that the eyesight was normal. It is rather interesting that polyuria sometimes occurs after the introduction of radon seeds, while a patient who has had polyuria, owing to the pituitary tumour, may be absolutely cured, as in this instance, by the introduction of radon seeds.
Dr. F. R. B. ATKINSON referred to the publication in the literature of cases in which radium treatment had been used in preference to surgical removal. Why had Mr. Wakeley thought it better to undertake an operation to insert the radon seeds rather than to use radium intranasally?
Mr. WAKELEY (in reply) said that he had always been reluctant to operate on the pituitary intranasally, because it was rather difficult, and one could not see what one was doing, so that it seemed a somewhat haphazard method of application. If radium was used, it had to be removed at a later date, and this required another operation, whereas radon seeds were left in situ permanently. By the intranasal method, it could not be determined, when one went through the sphenoidal sinus, whether the seed was in the tumour or in part of the pituitary itself. When the anterior lobe was enlarged, the posterior lobe might be coming forward underneath, so that one might be putting the radium into that and not even near the tumour. He, therefore, always preferred the frontal approach with regard to these pituitary tumours.
Vascular Tumour of the Brain.-CECIL P. G. WAKELEY, F.R.C.S. Patient, A. W., previously shown October 10, 1930,1 on account of swelling at back of head, gradually increasing in size. Photograph sbows exact size and position of swelling.
Operation 17.10.30, under intratracheal ether anaesthesia. Semicircular flap of scalp turned down, exposing the tumour. Haemorrhage controlled by scalp forceps. Small trephine made in skull, about an inch above tumour. Opening was enlarged until it fused with pathological opening in occipital region. Superior longitudinal sinus exposed and packed with gauze. Tumour mass-friable, vascular, and dark in colour-removed with spoon from outer side of dura. There was excessive bleeding, and the whole cavity had to be packed with gauze. The scalp was sutured with thick interrupted silkworm gut sutures. Plugging removed two days later under general aneusthesia.
Headaches disappeared, as also did the whistling murmur previously present. 7.11.30. Pastille dose of X-rays given to region of tumour. Micro8copical Report on Tumour.-The tumour is an endothelioma, probably arising from vascular endothelium. It is very cellular, alid the cells tend to be massed together with very little cytoplasm, so that their shape cannot be Microscopical drawing of the tumonr x 350. made out. The nuclei are large and vesicular, and have well-marked nucleoli. Vessels, probably blood-vessels, are present in large numbers. Many have an endothelium distinct from the tumour, but others appear to have an endothelium which passes without any line of demarcation into the tumour masses themselves.
Dr. PARKES WEBER said that in the previous discussion on this case, one of the questions raisecl was whether the tumour might have been a kind of racemose meningeal angioina. But nobody present at the meeting had ever heard of such an angioma, which had perforated through the skull and produced a spontaneous decompression. The diagnosis of hiemangio-endothelioma was brought up, but because the tumour had perforated through the skull, the idea suggested itself that it must be malignant, and that the usually endotheliomatous part of the hbemangioma was sarcomatous. That was why he (Dr. Weber) had suggested that it might be a hbamangiosarcoma. A man, aged 25, carpenter, complained of pain over left eye, of three years' duration, worst at about eleven o'clock in forenoon. Left antrum had been operated on, and on transillumination was only slightly less clear than other sinuses. Some enlargement of the middle turbinal on the right side, but on the left side a slight deflection of the septum pressed on an enlarged middle turbinated body. I removed the redundant portion of the left middle turbinal the day after I first saw the patient, and from that time he was free from his headache.
Headache
Presumably there had been catarrh of the frontal sinus and the escape of secretion had been obstructed by pressure of the middle turbinated body on the outlet. The periodical recurrence of the pain in the forenoon is rather characteristic of frontal sinus catarrh; the pain is attributable to the vacuum occasioned by the gravitation of the contained fluid some hours after the patient has assumed the vertical posture. A youtb, aged about 19, first seen September, 1930, complained of frontal headache coming on each day at 11 a.m. and lasting till about 4 p.m. He had the appearance of great suffering. There was slight tenderness over the left frontal sinus with deflection of the septum to left, coming in close contact with the left middle turbinal. Radiologist reported that nasal sinuses were less translucent on left side than on right. After submucous resection of deflected portion of septum and removal of redundant portion of left middle turbinal, pain disappeared. Patient looked a different man and subsequently reported himself free from pain. Sir JAMES DUNDAS-GRANT, in reply to a question, said that the periodical recurrence of pain some hours after the patient had assumed the vertical posture was seen so often that the vacuum occasioned by the gravitation of the contained fluid must be one explanation of it, even if it was not the only one. Thus, the air in the sinuses was likely to be absorbed, and a vacuum thereby formed some time after rising. The fact of frontal pain coming on at the same time pointed to a frontal sinus catarrh. It was certainly
